A patient with a spontaneous cervical spinal epidural haematoma is described. Surgical decompression is generally regarded as mandatory. There was complete clinical and radiological resolution with non-operative treatment. This is the fifth recorded case ofspontaneous resolution ofspinal epidural haematoma. In selected patients with incomplete and non-progressing deficit, conservative management may be possible.
Introduction
Spontaneous spinal epidural haematoma (SEH) is an uncommon condition which is usually regarded as a surgical emergency, requiring urgent evacuation. ' Over the past two decades successful non-operative treatment of intracranial subdural2 and extradural3 haematomas has been reported. Such treatment has been facilitated by high resolution computed tomographic (CT) scanning. However, non-operative treatment of SEH normally carries a poor prognosis."4 There have been only four previously documented cases of spontaneous resolution of SEH.
Case report
A 63 year old Caucasian woman developed sudden onset of severe interscapular pain whilst sitting talking on the telephone. Several minutes later the pain radiated to lateral aspects of both upper arms and there was numbness over the radial aspect of the right forearm. Simultaneously she developed weakness of the right arm and was unable to grip the telephone. After 20 minutes she rapidly developed weakness of the right leg, which was unable to support her. She had been taking 3 or 4 aspirin (acetylsalicylate 300 mg) tablets weekly for non-specific aches.
On examination 12 hours later she was in pain with tenderness over lower cervical spine and restricted neck movements. There was moderate weakness of all muscle groups in the right arm, except finger flexors and intrinsic hand muscles. A mild to moderate pyramidal weakness was present in the right leg. Tone was reduced in the right arm. Tendon reflexes were depressed in the right arm but mildly increased in that leg. The right plantar response was extensor. Cutaneous sensation was reduced in the right C5 dermatome. She was unable to micturate and urinary catheter drained 800 ml. Full neurological and general medical examination was otherwise normal.
Unenhanced CT scan of cervical spine showed a dense extradural mass extending from C3 to C7 posterolaterally on the right. In its thickest part it was biconvex and approximately 1 cm thick. The spinal cord was displaced to the left ( Figure 1 ). Coagulation profile was normal. Bleeding time was not estimated initially but it was normal subsequently. Because she was not deteriorating she was treated with bed rest only. After 24 hours there was progressive improvement in pain and weakness. On discharge from hospital 3 weeks later she was pain free, power and sensation were normal apart from mild right arm weakness and CT scan showed complete resolution of the extradural mass ( Figure 2 ). Three months later she was symptom free and there were no abnormal neurological findings. Cervical myelography failed to demonstrate vascular or other abnormality.
Discussion
Since the first recorded cases of SEH in the beginning of last century about 260 cases have been reported. Approximately 20% are due to anticoagulant therapy and a further proportion to trauma, blood dyscrasias and vascular anomalies. Over 50%, however, are 'spontaneous', and of uncertain aetiology. Many of these may result from transmission of raised pressure from abdominal or thoracic veins to the subdural venous plexus via valveless connecting vessels during coughing, sneezing, or straining. sudden with localized spinal pain followed by segmental radiation of pain or sensory symptoms and the subsequent rapid development of paraplegia or tetraplegia with a sensory level and urinary retention.
Myelography typically demonstrates complete or partial spinal block.' Unenhanced high resolution CT scan usually shows a biconvex dense mass, obliterating extradural fat and abutting against the inner border of the bony canal dorsally or dorsolaterally.5 Urgent decompression by laminectomy has been regarded as mandatory."4 In a literature review of non-traumatic SEH, Jellinger4 reported that of 15 patients treated conservatively, 13 died and 2 partially recovered, whereas of 92 patients undergoing surgical decompression, 6 died, 37 fully recovered and only 16 did not improve. Prognosis also depends on several other factors. Younger patients and those with only partial motor and sensory deficits have a more favourable outcome.6 Cervical haematomas and rapid development of deficit carry a poor prognosis. 4'6 There are only four previously reported patients with non-traumatic possible SEH who made complete spontaneous recovery. The first occurred in a haemophiliac7 and the second in a patient on oral anticoagulants.8 In neither was neurological deficit severe. In the former there was no radiological verification of the nature of the lesion but in the latter, myelography revealed complete block at T12. The third patient9 was an elderly hypertensive with complete paraplegia and anaesthesia in whom myelography showed an epidural mass from T3 to T5. In cases not subject to aspiration or operation, CT or magnetic resonance imaging is needed to prove the lesion is haematoma. This was performed only in the fourth case who was a hypertensive middle-aged diabetic with three 30-120 minute episodes over 5 hours of complete paraplegia and anaesthesia.'0 The present case is thus only the second report ofcomplete spontaneous recovery from proven SEH and the first from a cervical lesion. The other feature of interest in this patient is the hemiparesis. Hemiparesis is rare in SEH, occurring in only six ofover 250 reported cases. " SEH following aspirin ingestion has been reported'2 and, although a bleeding time was not determined in our patient at presentation, we suspect aspirin was involved, particularly in the absence of even trivial trauma.
High resolution CT scanning allows accurate localization, confirmation and serial observation of recent SEH. In selected cases where neurological deficit is not severe and there is no clinical progression, non-operative management is possible. Deterioration of symptoms or signs, however, demands urgent surgical decompression. 
